An analysis of surgical admissions to our unit between 1965 and 1969 has been made by Mr F David Skidmore (1973) .
Equipment
Each unit must work out its own needs in the light of the work involved. The anmsthetists have their preferred ventilators; not unnaturally at Barnet we use the 'Barnet' for intermittent positive pressure ventilation, for it was designed in the hospital by my colleagues; we find the 'Harlow' very satisfactory for giving assisted breathing when required.
By any standards the apparatus in a modern ITU is awe-inspiring, if not frankly frightening, especially when placed alongside the bed of a very sick patient. Wise and kind is the nurse who seeks to explain in the simplest possible terms to the patient what is happening and why; a few words to relatives also sets their minds at rest, at least to some extent.
Machines and apparatus must become a part of the life of the good ITU nurse. She must be carefully taught and well-versed The day will come, but is not here yet, when ITUs will be equipped with apparatus which will collect and integrate much more information than at present. Maloney (1968) in a critical review of monitoring pressed his point home with a photograph of two children after cardiac surgery: one looked desperately ill, while the the other looked very well. They had very similar parameters as shown by the apparatus monitoring them. True, that was 1968, but even today it is still very important actually to look at the patient.
The ITU is a most valuable first step in progressive care in critically ill surgical patients -a step in which equipment may give help and support, but where the patient's life depends one the care and skill of the highly trained ITU staff.
Mr Peter Lord (Wycombe General Hospital, (High Wycombe, Buckinghamshire)
Day Case Surgery
This paper is based on seven years experience of the use of the day case ward at Wycombe General Hospital and attempts to point out the benefit that day case surgery can give to the service as a whole, to the patient, and in particular to the surgeon. A recent count over a period of three months showed that two out of every three patients on the author's operating lists were day cases. This very high proportion was partly accounted for by the number of patients with anal problems, but the review of surgical admissions during 1973 showed that for the whole surgical department, including emergencies, twofifths of all admissions were on a day case basis; out of a turnover of 2500 admissions 1000 were treated as day cases, so it is quite evident that once the system has been accepted it becomes an integral part of the service and it would not be possible to do the work without this facility. It should be emphasized that day case beds are also used by other disciplines, orthopeedic surgery,
ENT and a few medical cases, and a further 1000 patients were admitted during that year to the day ward.
It has been suggested that day case surgery is cheap and that it represents a significant financial saving to the service. This may be true. Anything can be proved with figures. Administrators tend to count the number of beds occupied at midnight; they work out overall costs; they divide one fairly meaningless figure by the other which is equally doubtful, and say that the cost per bed per day on a general surgical ward is so much and that a day case is less expensive; but these cases are less expensive anyway and it is doubtful if the financial saving is all that great. It would be a pity if day case surgery was thought of as being cheap. The aim should be to provide the best service.
The facilities provided need to be generous; each patient should have a proper hospital bed with plenty of room between the beds because several people will probably be undressing at the same time, good locker space for clothes, and a sitting-cum-dining room. Patients often have to wait for their transport, or the friends and relatives who provided the transport may have to wait for the patient. When planning a day ward it has to be decided whether this should be a separate and self-contained unit or whether it should be part of a larger arrangement. At High Wycombe the second of these possibilities is in use in that the day ward is part of a hostel ward where minimal nursing cover is provided at night for the total of 26 beds of which 12 are day beds.
This offers three advantages. There is some flexibility of staffing between the two halves of the ward, and the proportion of beds set aside for day cases can be varied according to need, but the main advantage is that if a patient cannot go home because of pain or bleeding or lack of transport, the house surgeon does not have to search for a bed. The millimetre under the skin surface. Fig IA shows that the stitch starts some distance from the wound, the Dexon is taken along under the skin, brought out into the wound and the usual subcuticular suturing carried out. Finally it is taken under the skin again and brought out some distance from the other end of the wound. When the suture is pulled tight (Fig iB) there should be excellent skin apposition and a sheet of sterile Micropore is then placed over the whole wound. Finally (Fig Ic) , the Dexon is cut flush with the skin surface so that the end disappears into the tissues. What do patients think of day surgery? In an attempt to answer this question a number of patients were interviewed to find out their attitudes. The results were perhaps surprising. The men, without exception, said that they were greatly relieved to hear they were going to be treated as day cases. They were relieved for two reasons: one was that they were frightened of coming into hospital and of being away from home for the night; they were also relieved because they reasoned that if they were going to be day cases then it could not be serious. The women had a slightly different attitude in that most had been in hospital to have babies and so were not afraid of staying in; but over half said that they would accept only day admission because they were not prepared to leave their children overnight. It is common for women to wait until their families have grown up before seeking treatment.
What are the advantages for the surgeon? A general surgical team providing a service for a particular population is faced with the fact that a large proportion of its work consists of problems which are relatively minor and straightforward to the surgeon yet very important to the patient. If these can be given a high standard of treatment with a low complication rate, but with minimum fuss and involvement to the surgical team it leaves the team free to devote their time to the more interesting and exacting aspects of the work load. The great advantage of day beds is that they are always available; they cannot be filled up with emergencies; the general ward does not have its work interrupted by the admission of large numbers of patients with minor conditions, and operating lists can be planned ahead with the knowledge that the bed will be available. A patient with for example. a hydrocele can be given a date for his operation and a date for his follow-up appointment. Apart from carrying out the procedure on the appointed day that patient has been dealt with; there is nothing more for the surgeon to do. The organization once established runs very smoothly and saves the surgeon a lot of time with minor administration, the patient is dealt with expeditiously and can arrange his affairs easily, it avoids the disappointment of cancellation when beds have been taken by emergencies and it has been our experience that without this facility we would find it impossible to cope with the work load.
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